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ARGUMENT. 

The doctrine that appliances are contra-indicated in the case of 
male children with umbilical hernia, not founded on facts .— 
It is not necessary to have truss pads made flat.—Operation 
for radical cure sometimes justifiable even for congenital um¬ 
bilical hernia in childhood.—How the operation can be done 
successfully and safely.—Excision of the sac unnecessary .— 
Difficulty of separating the sac from the skin at one part of 
the navel.—Umbilical hernia in adults, often complicated and 
distressing.—Total or partial irreducibilily very frequent .— 
The sufferers usually wear only very imperfectly-acting belts .— 
They object to trusses.— Value of diet, especially of the “ Ban¬ 
ting system" in these cases.—Operation for radical cure, its 
dangers arc not, strictly speaking, due to the operation, but 
they ought not to be slighted. 

A LMOST all umbilical hernis make their first appear¬ 
ance either in earliest infancy or late in middle life. 

A small minority of the umbilical hernia: seen in infants are 
hernia: into the stump of the umbilical cord, and are truly 
congenital; but the majority are not discovered by their par¬ 
ents until a week or two after birth, and therefore when the 
stump of the cord has withered up and left only the navel. 
But even this class of cases depend on a congenital defect. 
The aponeurotic layer of the abdominal wall must have been 
deficient. The ventral lamina: have probably failed to unite 
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completely at this part of the length of the linea alba. Al¬ 
though this failure takes place close to the navel in the vast 
majority of cases, yet it sometimes occurs much higher or 
even lower. 

I shall, in this paper, confine my remarks entirely to the 
common form of umbilical hernia. Its diagnosis is obvious. 
What of its prognosis and treatment? They depend on each 
other. 

When a student I was always taught that in male infants 
there is such a tendency to spontaneous recovery that a truss 
or belt and pad are superfluous, and, moreover, that there is a 
tendency to inguinal hernia which is liable to be increased by 
the use of any appliance pressing on the umbilicus. 

Therefore I was told to leave umbilical hernia: of male in¬ 
fants to nature. On the other hand female infants were to be 
treated with a truss or belt and pad. I was also assured that, 
unless i his pad were perfectly flat, it would enter the umbilical 
hernial opening and increase the size of it. 

While I must acknowledge that all this sounds very reason¬ 
able and likely, I must add that I suspect it may, after all, be 
merely specious and based not on experience but on a priori 
considerations only. 

For, over and over again, as the rule rather than as the ex¬ 
ception, I have found that where both umbilical and inguinal 
hernia: occurred in the same infant, the inguinal had preceded 
the umbilical; and generally both had appeared before any 
form of truss had been applied to either. 

Moreover, in female as well as in male children, there is a 
great tendency to spontaneous recovery. 

I am not, therefore, inclined to take sex seriously into con¬ 
sideration in deciding on the question of a truss or belt. 

Rather do I have regard to the presence or absence of signs 
of digestive disturbance and abdominal pain and discomfort. 
These are often associated with umbilical hernia: in childhood, 
and the surgeon can scarcely ignore them even if he would. 

With regard to the shape of the pad, almost all those sup¬ 
plied by instrument makers are rounded rather than flat. I 
have never seen such enlarge the hernial aperture. As a mat¬ 
ter of fact they seldom or never press into it. When the child 



TREATMENT OF UMBILICAL HER NEE. 


'95 


sits up or stands, the contents of the rupture tend to press the 
pad away from the opening. When the child lies down the 
pressure of the truss is relaxed by the position, unless the belt 
or spring is so tight as to be uncomfortable. Most trusses are 
tighter when the patient is upright than when he is horizontal. 
I am not defending distinctly conical pads, merely such as are 
gently rounded. 

A point really of the first importance is to keep the pad in 
correct place immediately over the ring. To do this, good 
strapping is generally necessary, even though the pad be at¬ 
tached to an elastic belt. 

Js there t verjustification for operating on children with um¬ 
bilical hernia in order to obtain radical cure / Not generally 
but sometimes undoubtedly. 

In some of these cases the hernial aperture is so large that 
one can scarcely hope to see spontaneous cure ever take 
place, and the history may make it clear that the rupture has 
been getting worse rather than better, perhaps for years (for 
sometimes, although the rupture is congenital, the patient is 
an adolescent. 1 saw such a case recently and shall probably 
operate on it. She is, I am told, subject to attacks of colic and 
vomiting, which she herself and her friends attribute to the 
rupture. I have never seen her in one of these attacks my¬ 
self, in fact saw her for the first time last week. But I am 
satisfied that her hernia can be cured radically and with safety; 
and considering her sex, the probability that she will marry 
some day, become pregnant, perhaps grow fat, while the rup¬ 
ture may increase to a dangerous as well as vexatious and dis¬ 
tressing trouble—all these considerations impelled me to re¬ 
commend an operation. 

I I ole should one operate on umbilical hernia op infants ? 

It is seldom if ever necessary to open the sac or the perito¬ 
neal cavity, and still less necessary' to excise the sac. Of that 
I can give positive proof. 

This is a consideration of first-class importance, calculated 
to go far to remove prejudice against and fear of the opera¬ 
tion. 

I have shown at the West London Medico-Chirurgical So¬ 
ciety two infants in whom (at the West London Hospital, on 



196 


C. B. k'EETLEY. 


March 2, 18S5, and March II, 18S6, respectively) I invaginated 
the sac, refreshed the edges of the hernial aperture and 
brought them together, in one case with catgut sutures, in the 
other with a hare-lip pin. In the former I also painted a con¬ 
centrated decoction o( oak bark over the sac, ring and neigh¬ 
borhood to excite a plastic effusion and reaction. Both cases 
were thoroughly successful. One was a very large hernia in¬ 
deed. Both children ceased to suffer from abdominal pains and 
troubles, to which they had been previously subject. 

In the case of two other children also treated in the West 
London Hospital, and operated on October 6, 1886, and Jan¬ 
uary 31, 1SS7, respectively, I have tried a new plan, based on 
Macewen’s operation for inguinal hernia. 1 Instead of simply 



Fig. i.—Operation for Radicai. Cure of Umiiilicai. Hernia. 
Longitudinal section. 

a. Sac twisted and reduced "at masse ” between peritoneum and aponeurosis. 
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Fig. 2.—Operation for Radical Cure of Umuilical 
Hernia. Superior view. 

a. Catgut fixing sac, and secured to twisted suture, b. Aperture closed by strong 
hare-lip pin and twisted suture. 

invaginating the sac and pushing it straight back into the ab¬ 
dominal cavity (merely turned inside out and unopened of 

‘See Annals of Surgery, Vol. IV., p. SS. 




TREATMENT OF UMBILICAL HERNIsE. 197 

course). I, in the two latter cases, gently twisted the sac, 
passed a stout catgut ligature in and out through it, very care¬ 
fully separated the peritoneum from the linea alba above the 
hernial aperture, passed a needle up into the artificial space 
thus made, with this needle carried the catgut (already 
threaded through the sac) into the space and out through the 
linea alba. Then, on pulling the catgut tight, the twisted sac 
was, of course, pulled into the space between the peritoneum 
and the linea alba, reduced “cn masse " as it were. (See Figs, 
i and 2). 

The manoeuvre of twisting the neck of the sac was suggested 
as a substitute for ligature, by Dr. C. B. Ball, of Dublin. 

The hernial aperture was then, of course, free and its edges 
had only to be refreshed and brought together with hare-lip 
pin and twisted catgut suture. The formerly mentioned cat¬ 
gut was fixed to the latter. 

Roth cases did perfectly well, excepting that one wound 
kept open and suppurated slightly for several weeks until the 
catgut suture came away. The other infant was able to bear 
a pad and sit up in a fortnight. 

Will these cases ever relapse? I do not think so. Let us 
remember the natural tendency of umbilical hernia: to recover 
spontaneously when placed under favorable conditions, and 
surely these cases are now under such. 

One thing might be urged against this plan of operation. 
There is always a point down towards the lower end of the 
sac where it blends with absolute intimacy with the skin of 
the navel. At this point I have never succeeded in separating 
the two. There consequently remains a little open passage at 
the lower extremity of each hernial aperture, otherwise 
closed. But this little opening has not in any of the four 
cases tended to get larger. It does not inconvenience the pa¬ 
tient. It presents an impulse, but gives exit to no hernial tu¬ 
mor. I am content it to leave to time. Even when excising 
the sac this point presents just the same difficulty to the sur¬ 
geon, and, as it is situated close to the very edge of the aper¬ 
ture and blended with it in fact, the effect of excising it is in¬ 
jurious to the neck of the sac, which one always desires to 
keep intact. 

Passing now to adults with umbilical hernia:. 
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The great majority of sufferers are women, middle-aged or 
older. They are generally fat and have borne children. Al¬ 
though they form only a small proportion of the total number 
of cases which present themselves at a truss society or a hos¬ 
pital, they include a large proportion of the serious, difficult 
and deplorable cases. I scarcely know any other mild word 
than “ deplorable ” for the condition of a poor woman with 
half her small intestines habitually in the sac of an umbilical 
hernia. Many cases approaching to this and some worse come 
to the truss societies. 

Total or partial reducibility, generally the latter, is very 
common in these cases, in which respect they contrast with 
the umbilical hernia; of infants. 

The usual treatment is to fit on a pad or a plate or a bag, 
according to the size and condition of the protrusion and to 
keep them in place with either a truss spring or a broad web¬ 
bing belt, elastic or otherwise. 

Unless it is a member of your own household or an excep¬ 
tionally intelligent, obedient and manageable patient, do not 
order a truss, that is to say, a steel spring. Sooner or later 
she will meet a friend who will persuade her to take to a belt. 
Almost all women of the working classes prefer belts. They 
are very easy to wear, are soft, and the wearer is often happily 
unconscious whether or not her, belt and pad are doing her 
good. If they do not hurt her she thinks they are all right, is 
content and hopes for the best. No wonder, then, that there 
are so many large and only partially reducible umbilical her- 
niae. The immense discs or plates of some of these pads and 
trusses are not required by the size of the hernial aperture, 
which is generally not very large. They are given for two 
reasons, (1) because they save the trouble of finding and sup¬ 
plying a truss which will keep a pad of moderate size in place, 
and (2) because the patients enjoy the feeling of having their 
stomachs supported by a disc like.a dinner plate or a sauce¬ 
pan lid. 

In truth most of these patients desire only to be made com¬ 
fortable ; they do not in the least understand the exact na¬ 
ture of the dangers to which they are exposed, and, though 
it would be easy to frighten them, it is practically vain to at¬ 
tempt to enlighten them. 
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Unless, therefore, I have to deal with an exceptional patient, 
I order a belt and a pad, and teach the patient how to keep 
the belt in position. 

When the hernia is irreducible, if it be small I order a hol¬ 
low pad, moulded, but if it be large, a bag to lace up. Many 
patients are, however, used to the hollow “ sauce-pan lid ” as 
we may call it, and go about with their irreducible hernite 
lying in a kind of concave nest which it makes for itself in the 
surface of a flabby abdomen, being pressed thereto by the huge 
concave plate. 

Great are the sufferings and dangers and miseries of many 
of these patients ; but they are, according to my experience, 
seldom willing to be operated on for radical cure. But as I 
have often got them to temporarily entertain the idea, I sus¬ 
pect this reluctance to decide on submitting to the operation 
may be partly due to two things, (i) I have seldom strongly 
urged the operation and have rather overstated than under¬ 
stated its dangers; (2) the worst of these cases can get so 
much benefit from diet, especially from the Banting system. 
This probably acts chiefly by reducing the fat in the omentum, 
mesentery and about the abdominal viscera. It should be 
urged on all stout people with hernia and the majority of peo¬ 
ple with umbilical hernia are stout. I got the idea first from 
Banting’s own pamphlet. He says his umbilical hernia disap¬ 
peared while he was under treatment. 

But what about the question of radical cure? 

Sincerely, I firmly believe that the vast majority of cases of 
umbilical hernia which I have seen, could be cured without 
any danger from the operation. Would there have been no 
danger whatever then ? Yes, there would have been danger 
from the operator, from his assistants, from the nurses, from 
the patient herself. These dangers are real, though I hope 
and believe that they are diminishing every day. 

Such dangers are quite microscopic when an operation is 
done with only one simple instrument like a knife or chisel, 
and when no one’s finger, not even the surgeon’s own, touch 
the wound, when also only one dressing is applied and even 
drainage superfluous. Hence the safety of tenotomy. Hence, 
also, that of osteotomy, for which all that is required to en- 
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sure success is found in a careful surgeon, experienced in anti¬ 
septics and moderately practised in osteotomy. 

But the radical cure of a hernia with excision of the sac and 
perhaps of a large quantity of omentum, with separation of ad¬ 
hesions, perhaps the insertion of many sutures and ligatures, 
some of which may have to be reduced into the peritoneal cav¬ 
ity, this is a very different matter. It must not be hurried. 
That would be to make failure sure. It may last a couple of 
hours. During all that time several individuals have to share 
responsibility and keep up a sustained vigilance. However 
watchful over his subordinates the surgeon may be, he can 
scarcely follow their every movement, and attend to his own 
business at the same time. 

Many sponges pass to and fro again and again, and various 
instruments, some not so simple as a plain and polished knife 
edge. 

Of course this style of reasoning might be employed to 
prove a trip in a steamboat from Westminster to Blackfriars to 
be fraught with danger. But, on the other hand, steam navi¬ 
gation is much older than antiseptic surgery. 

However, just as steam navigation can be and is made safe 
enough for all practical purposes, so can be the radical cure of 
an irreducible umbilical hernia in a fat, middle-aged woman. But 
in order to make it safe it is essential to approach it with the 
greatest respect and the strongest sense of responsibility. 



